Abstract In many western societies health professionals play a powerful role in people's experiences of dying. Religious professionals, such as pastors, are also confronted with the issues surrounding death and dying in their work. It is therefore reasonable to assume that the ways in which death-related topics, such as euthanasia, are constructed in a given culture are affected by the views of these professionals. This qualitative study addresses the ways in which Finnish physicians and religious professionals perceive and describe euthanasia and conceptualises these descriptions and views as social representations. Almost all the physicians interviewed saw that euthanasia does not fit the role of a physician and anchored it to different kinds of risks such as the slippery slope. Most of the religious and world-view professionals also rejected euthanasia. In this group, euthanasia was rejected on the basis of a religious moral code that forbids killing. Only one of the religious professionals -the freethinker with an atheist worldview -accepted euthanasia and described it as a personal choice, as did the one physician interviewed who accepted it. The article shows how the social representations of euthanasia are used to protect professional identities and to justify their expert knowledge of death and dying.
Introduction
In modern and contemporary Finnish culture, as in most modern and late modern cultures, expert knowledge ('know-how') of death and dying has been entrusted to physicians and pastors (Bauman 1992 , Utriainen 1999 . Accordingly, it is possible to assume that the ways in which death-related topics are officially constructed in a given culture are strongly influenced by the views of these professionals. During recent decades the process of dying has become a medicalised event in which nurses and doctors play an important and powerful role in many people's experiences of dying. In late modern western societies, medical experts are usually the ones who deal with the transition between life and death (Bauman 1992 , Timmermans 2005 , Utriainen 1999 . Widespread institutional care is very much a phenomenon of developed countries and the rates of hospital deaths have been rising steadily for many years in these countries (Seale 2000) . In 2009, approximately 70 per cent of deaths in Finland occurred in a hospital or other healthcare institution (Statistics Finland 2009) . Death has been removed from homes to hospitals where health professionals take care of dying patients. Religious professionals also meet seriously ill people and discuss death and dying in their work; however, the role played by religions or other world-views is not always visible in the specific context of treatment decisions in advanced diseases (Gielen et al. 2009 ).
In many countries euthanasia has been the subject of hot debate in recent years. Euthanasia is not legal in Finland but the issue of legalisation has occasionally arisen in the general public and in various discussion forums. Arguments today often focus on the question whether a suffering, dying patient should be allowed to die by euthanasia (H€ anninen 2003 , Silvoniemi et al. 2010 , Walter 1994 . Distinctions between active euthanasia (terminating the life of the patient with a lethal drug at the patient's explicit request) and passive euthanasia (withholding or withdrawing life-saving treatment) have been made and are still being made in some countries Hild en 2006, Van Wesemael 2011:13) including Finland (Silvoniemi et al. 2010) . Descriptions of euthanasia are cultural constructions and have evolved through the years depending on the cultural and societal environment. According to the European Association of Palliative Care, euthanasia means the administration of drugs with the intention of ending the life of a person, at that person's voluntary and informed request (Materstvedt et al. 2003) .
End-of-life decisions, including opinions on euthanasia, have been studied in Finland by Ryyn€ anen et al. Silvoniemi et al. (2010) . Ethnographic studies on the care of dying patients in Finnish hospital settings have been undertaken by Per€ akyl€ a (1990 Per€ akyl€ a ( , 1991 and Utriainen (1999 Utriainen ( , 2010 , but qualitative studies on euthanasia are rare. In this article we show how Finnish physicians and pastors contemplate euthanasia. The conceptions of euthanasia held by religious and medical professionals have not been studied before from the perspective of social representations, and studies connecting this approach to death-related topics have been rare. This study asks the following questions: how do Finnish physicians and religious professionals describe euthanasia; what are their views on euthanasia; and which descriptions and views of euthanasia are shared among physicians and religious professionals and which descriptions and views differ between the two groups?
A social representational approach
The approach that is presented here builds on previous studies in the area of social representations (Moscovici 1961 (Moscovici , 2008 . The social representational approach (Farr and Moscovici 1984 , Moscovici 2008 , R€ aty et al. 2006 ) offers a modernised version of Durkheim's notion of collective representations and provides tools for conceptualising branches of knowledge about socially meaningful issues such as euthanasia in contemporary late modern society (Pirttil€ a-Backman and Helkama 2001). It takes into account the influence of culture, society and language on individual representations and focuses on the shared images of a relevant social object.
Social representations can be thought of as a spectrum of beliefs, social practices and shared understandings that exist both in the minds of individuals and in the fabric of society (Moscovici 2000) . They constitute an environment of thought in relation to the individual or the group. In his early writings suggested that there is a clear distinction between scientific knowledge (the reified universe) and common sense or lay knowledge (the consensual universe) (Morant 2006) . However, many authors (for example Purkhardt 1993) have noted that the distinction between reified and consensual universes is overstated. Moscovici (1998) has replied to this critique by suggesting that the forms of knowledge development that characterise scientific communities can also be conceptualised as social representations (Joffe 2003 , Morant 2006 .
The social representational approach has also been criticised for lacking clear definitions (Jahoda 1988, Potter and Litton 1985) . However, the approach is lucid in its view that social representations provide people with a code for naming and classifying various aspects of their worlds. Each individual has a part to play in the way our world is represented (Moscovici 2000: 36-7) . The purpose of representations is, according to , Flick 2000 , to make something unfamiliar, or to make unfamiliarity itself familiar. There are two basic processes behind social representations: anchoring and objectification. Anchoring means classifying and naming, whereas in objectification the unfamiliar is transformed into the very essence of reality (Moscovici 2000: 42-9) . The origins of the process of anchoring lie 'in the way it is inscribed in the language, images or situations typical of the social environment' (Moscovici 2011: 456) . This process familiarises us with new social representations and takes us back to what was familiar about old representations (Moscovici 2011: 456-7 ).
Moscovici's original study (1961, 2008) on the reception of psychoanalysis in France explored how three parts of French society in the 1950s reacted to psychoanalytical ideas. Moscovici found that different segments -the urban-liberal, the Catholic and the communistrepresented psychoanalysis in different ways. Moscovici's approach has been applied in various studies and many researchers have adopted a social representation framework to study, for instance, health and illness (Herzlich 1973) . Herzlich (1973) often referred to in studies on social representations, explored the social representations of health and illness among professional and rural workers. In her study, Herzlich used open-ended interviews and classified the contents of these interviews into three categories: illness as destructive, illness as a liberator and illness as an occupation. Death-related topics have also been investigated using this approach. Mercer and Feeney (2009) explored social representations of death held by two groups of nurses in a hospice setting. Bradbury (1999) studied social representations of death and illuminated the perspectives of both the grieving relatives and death workers such as funeral directors. In her study Bradbury showed how talk about a person's death often focused upon its perceived goodness or naturalness and argued that these social representations can be viewed as an expression of the need to make death familiar.
In Finland euthanasia is not legal but the issue of euthanasia concerns the general public and ordinary people, who often say they accept euthanasia for terminally ill patients suffering from extreme pain (Jylh€ ankangas 2006) . In this context it is useful to explore how the idea of euthanasia is perceived among physicians and religious professionals to whom the know-how of death and dying has been delegated. Do they view it as an unfamiliar, dangerous and risky practice (Joffe 1999 (Joffe , 2003 or a welcome one? Where do they anchor , Flick 1995 ) the idea of euthanasia? Is retrospective anchoring (that is, tying objects and changes to specific experiences and contexts when looking back) used in this process (Flick 1995 , Murray 2002 ? What kinds of constellations of meaning (Joffe 2003) evolve around euthanasia? When people make classifications, they are assessing and labelling -and in so doing, they reveal their theory of society and of human nature (Moscovici , 2000 . Considering this, the relevant question is the following: what kinds of images of euthanasia are constructed among religious and medical professionals?
Methods

Participants
This article describes the results of 12 qualitative, semi-structured interviews with Finnish religious professionals (n = 6) representing different kinds of religions or world-views (see Table 1 ) and physicians (n = 6) coming from different hospitals across Finland and working in various medical contexts (see Table 2 ). The 12 interviewees were chosen, simply by searching the websites of various parishes and public hospitals; ensuring, however, that they worked in organisations in which death is not an unfamiliar subject. Ethical review was not required for this research. However, participation was totally voluntary and the principles of confidentiality and anonymity were carefully followed. All the religious professionals who were contacted expressed their willingness to participate in the study. Of the eight physicians who were asked to participate in the study, six expressed their interest and willingness to be interviewed. All the participants were fully informed of the purpose of the study and assured that their anonymity would be guaranteed during the analysis and publication of the results. Pseudonyms are used in this article to preserve the anonymity of the interviewees.
At the time of the interviews (around 2005), the religious professionals worked as pastors in the following churches in Finland: the Evangelical-Lutheran Church, the Seventh-Day Adventist Church and the Pentecostal Church. Two of the interviewees came from smaller groups, one working as a priest in the Hare Krishna Movement, the other acting as the chair of the Union of Freethinkers, an independent atheist group advocating the rights of people who do not believe in a god or gods. All work in their local parish and are involved in different types of death ritual such as funerals. Many of them also visit dying patients in hospital. The freethinker is also active in death work and arranges funeral ceremonies for the members of the Union of Freethinkers. At the time of the physician interviews (around 2006-2007) , the participants worked in hospitals and intensive care units where death is often present due to the advanced age of the patients, terminal illness or accidents.
Interviews
All interviewees were contacted via e-mail to ask them to participate in the study and to set up an interview appointment. Most interviews were conducted at the hospital or organisation where the interviewee worked at the time the data were gathered. Interviews followed specific death-related themes but the questions were open-ended. The interviewees were asked for their own descriptions of euthanasia. In order to grasp their concept of euthanasia, they were first asked to describe it: 'What comes to your mind when you hear the word 'euthanasia'?' ('Do you think that 'euthanasia' is a proper word or do you think that some other word would be more suitable? If so, which word would you prefer?'). In addition, the interviewees were asked about their acceptance or rejection of euthanasia: 'What do you think about euthanasia? Is there any situation in which you could accept euthanasia? (Why? Why not?)'. The interviews also included questions about the interviewee's religion or personal world-view.
The length of the interviews varied from 1 to 2.5 h. They were recorded digitally and transcribed verbatim, with every word in the same order as spoken. The research material consisted of approximately 500 pages of transcribed text. This article contains excerpts from the interview transcriptions translated from Finnish into English in accordance with the original speech. The interviews were conducted and transcribed by the first author who also translated the excerpts used in the analysis.
Analysis
The units of qualitative content analysis were words and sentences related to euthanasia. Also broader statements related to this theme were analysed. Analysis included three phases: (i) reading through the interview transcriptions and (ii) paying attention to all parts that contained euthanasia-related expressions. In the third phase, (iii) the contents of the euthanasia descriptions were compared and classified according to recurrent and group-specific themes. The qualitative data analysis and research software ATLAS.ti was used to classify the transcripts around the meaningful themes of the study. The aim was to find group-specific expressions and make visible both the elements that are unique to a particular group and those that were also found in other groups.
Findings
In this section the euthanasia descriptions, views and arguments given by the interviewees are analysed in detail. We show examples of recurrent themes among each professional group, such as the sacredness of life and the fear of the slippery slope among the interviewees opposing euthanasia and the question of autonomy among those who accepted euthanasia. Eventually, these arguments are connected to the professionals' views on death. For pastors, death is 'in the hands of God' whereas for physicians, a good death can be achieved with medicine.
Descriptions of euthanasia
Many of the interviewees made a distinction between active and passive euthanasia and described it in various ways (see Table 3 ), some of them giving their opinion of euthanasia spontaneously before they were asked for it. The euthanasia descriptions of the physicians varied, ranging from 'killing' (Matti, anaesthesiologist) to 'a pleasant death' (Asko, paediatrician). In the same way, variation could also be found in the euthanasia definitions given by religious professionals, many of whom anchored it in the Christian moral code that forbids killing. One of the pastors, for example, described euthanasia in the following way: 'Euthanasia can be passive or active and there is a big difference between them ... active euthanasia means killing' (Maija, pastor in the Evangelical-Lutheran church).
Euthanasia views and arguments
When asked for their opinions on euthanasia, most of the interviewees considered it in its narrower, active form, namely administering drugs to end life. Most of the interviewees, physicians as well as religious professionals, opposed euthanasia. Geriatrician Pirkko, for instance, described euthanasia as something that is 'very strictly regulated' and afterwards said that it is 'a thought that can be entertained only in a very immature society. One of the pastors, Saara, said that she agrees 'with the Seventh-day Adventist Church that does not accept active euthanasia'. When thinking about euthanasia, the interviewees mainly depended on the conception of death defined by their professional background and leaned on their own profession-specific knowledge (see Table 4 ).
Natural death and sacredness of life
In the responses of the religious professionals, dying should 'occur naturally'. Their objection to euthanasia was based on the argument that all human life is always sacred. Thus, intervention by an outside agent was considered murder. Pastor Maija, for instance, said: 'I certainly cannot accept it; in euthanasia a man takes the role of God'. This was a central theme in their thoughts on euthanasia and symbolised the special value they attributed to human life: 'A person's life should not be ended even if he wishes to die. Murder is not accepted in any situation' (Pekka, priest in the Hare Krishna Movement).
The question of autonomy
Almost all the physicians and religious professionals emphasised the autonomy of the dying person, reminiscent of the almost transcendental value given to the individual in contemporary western cultures (Bloch and Parry 1982, Walter 1994 ). However, they did not always relate this autonomy to the issue of euthanasia. All the pastors were opposed to euthanasia; however, the freethinker Risto with an atheist world-view described euthanasia as a good death and saw it as a solution to the problems of the suffering that a dying person experiences towards the end of life. He noted that freedom and autonomy are important principles to freethinkers. In his argument, the right to autonomy was a powerful maxim (Ryan 2007: 295) Asko's view was exceptional among the physician interviewees. All the others opposed euthanasia.
The role of a physician
I am afraid that active euthanasia will be legalised. (Pirkko, geriatrician)
I do not accept a situation in which someone asks others to kill him and his life is taken away. I do not accept euthanasia. (Matti, anaesthesiologist)
Pirkko's and Matti's views illustrate a typical response among the physician interviewees. Eeva, a geriatrician, described euthanasia in a similar way. She thought about the role of a doctor and was worried about the feelings of guilt related to performing euthanasia:
Interviewer Do you think that euthanasia will be legalised in Finland in the future? Eeva I do not say that never ... because the world changes so quickly. But there exist always such demands. I am also wondering why it is always demanded that it should be a physician who does it. It is so much against the basic work that a physician should be doing, which is helping people and optimising good life ... and what it would be like to live with the feelings of guilt. I cannot understand how I could live in such a world in which there would be a group of physician executioners doing it.
A central argument used by physicians opposing euthanasia concerned the principles of medicine (Grey 2007) . Many physicians worried about their role as a physician if euthanasia was legalised: 'It would be very hard for me if euthanasia was permitted' (Niina); 'Why it should always be a physician who does it?' (Eeva); 'I would not wish to be involved in such activity' (Matti). General practitioner Niina said it would be very hard for her if euthanasia was permitted in Finland:
Niina
The Dutch have done it ... I have discussed euthanasia with Dutch chief physicians. I can understand that in some special situations where there is tremendous pain and suffering, euthanasia is used. But in spite of the certain circumstances in which I can understand it, it would be very hard for me if euthanasia was permitted in Finland. I guess I am just basically a physician ... I have seen many people with quadriplegia who have thought that they definitely want to die ... but after 1 or 2 years they said they were lucky that their death wish had not come true.
The pastors interviewed were critical of the supremacy of medicine. Many of them thought about euthanasia from the point of view of their professional, theological knowledge and considered that in euthanasia, the medical profession had too much power to determine the line between life and death, creating a world in which man takes the role of God.
Worrying about the weakest and the slippery slope The rejection of euthanasia by religious professionals closely resembles that of the medical profession but uses different rationales. Common themes between the two groups could also be found. The following extracts are examples of the overlapping theme in both the physicians' and the pastors' responses, namely the feeling that there is 'something wrong in society':
Society wants to eliminate individuals who don't produce money. (Maija, pastor in the Evangelical-Lutheran church)
Euthanasia is a thought of a very immature society. (Pirkko, geriatrician) No one is on the side of the weakest. (Eeva, geriatrician)
Maija, Pirkko and Eeva expressed their worries about the individuals whose lives are not worth much to society. Eeva suggested that if euthanasia were to be legalised there would be a risk that it would be administered 'to individuals whose lives are not so much worth living any more, like patients with severe dementia'. According to this kind of slippery slope argument, permitting euthanasia to be a part of the care for terminally ill patients will beyond doubt lead to abuse, such as involuntary euthanasia (Hermsen and ten Have 2002, Seale 1998: 185) . This example shows how the interviewees understood the risks they perceive in euthanasia (compare Joffe 2003) .
Controlling a good death
Kaufman (2000) writes about the ways in which death is controlled by technology, by medical ideology and by the complex power relations between doctors and relatives (see also Muller 1992 , Seale 1998 , Slomka 1992 . This is evident especially in resuscitation incidents. Even though the timing of death appears to be in the hands of medical personnel it is not always easy to control (Bradbury 1999: 150-1) . Marja, an anaesthesiologist working in an intensive care unit, pondered about death happening in the context of intensive care and described the situation of a patient who was going to die soon. In the intensive care unit, death is managed with several medical interventions, of which the most important is relief of suffering. Marja said that in a patient suffering from shortness of breath it is less important to calculate the dose than to relieve the suffering.
Interviewer What do you think about euthanasia? Marja I do not accept giving a patient a lethal injection just because the patient wants it or the relatives want it. But in the intensive care unit, if there is a patient for whom it is very hard to breathe, we are not so strict about the doses. I do not know if death comes sooner then. In principle, it can hasten a patient's death but I cannot think that it is euthanasia.
Inverviewer Um. Is there any situation in which you could accept euthanasia? Marja I guess not. It is always possible to alleviate pain. Pain is not a proper reason for asking for euthanasia.
This extract shows both that medical science is both used to alleviate pain and to control the timing of death, which logically results in the unofficial euthanasia of dying patients (Bradbury 1999: 150) . For Marja, the most important thing is to alleviate suffering. The 'appropriate dose of pain killers' and 'keeping the patient asleep for the last hours or the last days of her/his life' reflect the medical means by which the phase of dying is being controlled. However, the doctor (who possesses particular expertise in the field of intensive care) has to give up eventually: 'and then they die anyway' (Marja). Within this cultural frame, waiting for death and knowing that death comes (naturally) (Ari es 1974, Glaser and Strauss 1970, Kaufman 2000) due to an old age or illness seem to be replaced by medical decision-making and a self-conscious ethical debate that is intertwined with the moral conflict often related to the dying process (Kaufman 2000 (Kaufman : 75, 2010 , Per€ akyl€ a 1991).
Discussion
In this study the social representational approach was applied to understand the nature of conceptions of euthanasia in two different professional groups. It provided a culture-specific and context-dependent approach, and it has shown how religious professionals and physicians from different backgrounds described their understanding of euthanasia. The content analysis used in this study was data-driven and concentrated on recurrent themes. However, the analysis went hand-in-hand with the theoretical framework, focusing on the classifications and definitions the interviewees gave to the concept of euthanasia. According to the social representational approach (Moscovici 2000 (Moscovici , 2008 , people are able to imagine different kinds of things by classifying and naming them in order to communicate and represent the unusual in their usual world, according to categories and images familiar to them (Moscovici 2000 (Moscovici : 42, 2011 . This process was aptly illustrated in the euthanasia descriptions and views of religious professionals and physicians who tended to construct professionally appropriate (Timmermans 2005 ) images of euthanasia. Many of the interviewees talked about active (terminating the life of the patient with a lethal drug) and passive euthanasia (withholding or withdrawing life-saving treatment) and made a distinction between them. This is in line with the contemporary societal and cultural situation of Finland, where these concepts appear both in the Finnish media and the literature concerning end-of-life care (Kokkonen et al. 2004; Kuuppelom€ aki 2000 , Ryyn€ anen et al. 2002 . When contemplating euthanasia, the interviewees talked about it very openly. However, this does not mean that everything about death and especially the transformations that happen to the dying human body were clear and easy to discuss. Bradbury's (1999) notion that death in contemporary British culture is taboo (so that words such as 'decompose' are hardly ever used) can also be seen in this study.
Five of the six physicians interviewed rejected euthanasia. They anchored it to different kinds of risks, such as the slippery slope. In so doing, they protected their professional identity. In addition, some of them used retrospective anchoring (Flick 1995 , Murray 2002 and talked about their personal experiences, as in the case of the physician who recalled her patients with quadriplegia. All the physicians based their arguments on medical ethics, including the physician who accepted euthanasia. Euthanasia was less alien to physicians than to religious specialists although two of the physician interviewees defined it as murder or killing. As a concept, euthanasia was familiar to physicians on the basis of their medical education but it was unfamiliar in their professional practice. Euthanasia is illegal in Finland hence it was considered as an alien practice among the physicians. Their definitions of it varied as can be seen from the relatively broad descriptions that most of them gave ranging from a pleasant death to murder. Nevertheless, when articulating their opinions, the definitions they had originally used narrowed further and changed to an idea of a threat, implying that in practice euthanasia does not fit into the role of a physician. All the physicians who rejected euthanasia shared this view. The only physician accepting euthanasia, however, argued constantly that suffering individuals should have the right to decide on their own death.
Almost all the religious professionals rejected euthanasia. Only one of them accepted euthanasia and emphasised a patient's right to autonomy. The idea of euthanasia was more alien to the pastors (Moscovici 2000 than to the physicians. They anchored (Moscovici 2008 (Moscovici , 2011 euthanasia to Christian theology. Thus, once euthanasia was positioned as murder it became easier to reject it. In a survey of the attitudes of world religions to the right to die, Larue (1985) found that although there is no actual discussion of euthanasia in the International Society for Krishna Consciousness, it is clear that the members of this group would reject anything that might alter the natural course of dying. This study confirmed this notion: the interviewee from the Krishna movement emphasised that a good death is described in the Vedas, whereas euthanasia relates to 'the supremacy of medicine'. Thus, Rachels (1986) rightly notes that it would be a mistake to think that the prohibition of euthanasia is exclusively a Christian doctrine; many other religious traditions also reject it (Larue 1985) .
Some representations overlapped and could be found in both groups, such as the importance of pain alleviation, the autonomy of the individual, and the slippery slope argument according to which euthanasia would put the most vulnerable patients at risk. In this way, the social representations of euthanasia served to control the fear which euthanasia would cause. The professionals were fearful of the slippery slope occurring if euthanasia was legalised and therefore limited their ideas about euthanasia to risk-related ones. Once euthanasia was positioned as a risk, it became easier to reject it (compare Chapman 2000 , Joffe 1997 .
In an increasingly individualised western culture, experience and training may have a stronger influence on the attitudes and practices of medical professionals than personal religious or ideological convictions. However, Gielen et al. (2009) suggest that professional experience, training in palliative care and personal religious or ideological convictions can conflict when professional caregivers have to decide which attitude to adopt or what should be done in a particular situation. Seale (2010a) found that doctors who described themselves as non-religious were more likely than others to report having taken decisions they expected or partly intended to end life (see also Cohen et al. 2008 , Seale 2009 , 2010b . In the study by Smets et al. (2011) , religious beliefs were a strong determinant of the attitudes of physicians to euthanasia. In addition, trained physicians did not agree that euthanasia law impedes the development of palliative care. Interestingly, most of the physician interviewees in this study reported that they do not accept euthanasia and that they believed in God and were members of the Evangelical-Lutheran church. Nevertheless, they do not base their arguments on religion, but mostly on biomedical ethics and on their personal experiences as a physician (compare Cohen et al. 2008) .
Physicians' and religious professionals' work involves the practical application of expert or scientific knowledge systems in direct interaction with ordinary people. Considering this, it might be expected that these professional groups can play an intermediary role in translating the knowledge generated by scientists and other professionals into shapes that are compatible with common sense (Morant 2006) . All the interviewees in this study said that they contemplate questions of death and dying in their work. However, on the basis of the results of this study, it is possible to suggest that the world of experts and the world of ordinary people who are dependent on expert medical knowledge (Walter 1994, 198) do not necessarily meet when thinking about the issue of euthanasia. In light of the relatively high acceptance of euthanasia among the general public (Cohen et al. 2006 , Ryyn€ anen et al. 2002 and the low acceptance of euthanasia among physicians (Louhiala and Hild en 2006 , Ryyn€ anen et al. 2002 , Silvoniemi et al. 2010 further explorations are needed to discover how and why social constructions of physicians about euthanasia differ from those of lay people. It would also be interesting to discover whether lay people are trying to change the current situation in which only physicians and pastors hold professional knowledge of death and dying.
In a study by Mercer and Feeney (2009) , representations of death functioned as coping strategies protecting hospice nurses in their work environment. In a similar way, the groupspecific euthanasia representations in this study revealed the values of the interviewees who made euthanasia familiar in accordance with their broader knowledge of death. However, this is not always easy. Physicians treating incurable patients are often confronted with complex endof-life decisions (Rietjens et al. 2012 ) that can evoke strong emotions and distress (Silvoniemi et al. 2010) . The findings of our qualitative study are compatible with the survey of Silvoniemi et al. (2010) in which the views, fears and training needs of Finnish physicians representing different fields of medicine were evaluated. Only 19 per cent of the respondents (n = 661) thought that euthanasia should be legalised, and 68 per cent reported their fear that euthanasia was open to inappropriate use. Most of the physicians interviewed in this study also expressed this fear. In addition, they were concerned about their role as a physician; since they would be the ones who would have to perform euthanasia if it was legalised.
The present study offers a qualitative description of the ways in which physicians and religious professionals discuss end-of-life issues in contemporary Finland. It was inspired by the notion that cultural strategies, metaphors and taboos that characterise humanity's response to death can best be accessed through qualitative methodologies (Bradbury 1999) . Interviews were semi-structured and followed specific themes but were open-ended; the questions in the research interviews were not based on fixed choices. One of the strengths of this study is that it gave the interviewees the opportunity to describe and talk about euthanasia in their own words. However, the main limitation relates to the relatively small numbers involved, which means it is not possible to draw far-reaching conclusions from the results. However, the present study shows the value of paying attention to the context and cultural dependency of conceptions of euthanasia.
Conclusion
This article addresses the ways in which Finnish physicians and religious professionals perceive and describe euthanasia and conceptualises these descriptions and views as social representations rising from their profession-specific knowledge and values. The interviews and qualitative content analysis show a need to construct professionally meaningful descriptions of euthanasia. Euthanasia conceptions related mostly directly to the interviewees' work and professional ethics. Two viewed it as a merciful act, whereas others defined it as killing or an otherwise distressing event that does not fit either the religious conception of death or the role of the physician. Thus, euthanasia was integrated into existing categories and world-views (Flick 1995 related to the profession-specific know-how of death and dying. In this way, professional knowledge maintained the socially defined reality and legitimised marginal situations, in this case dying, in terms of the shared social reality (Berger 1990, 43-4) in which euthanasia was either rejected or accepted. The perception of euthanasia was based on group-specific and socially shared frames with a marked, although not always sharp, difference between the interviewees. Religious professionals and physicians held profession-related views of euthanasia but similar conceptions between the two groups could also be found, such as the fear of a slippery slope. Eventually, social representations of euthanasia were used to protect professional and social identities (Chapman 2000 (Chapman , P aez et al. 1991 and to justify the existing professional knowledge of death and dying.
